Objective: To evaluate effectiveness of the Adolescent Coping With Depression (CWD-A) course, a cognitivebehavioral group intervention for depressed adolescents with comorbid conduct disorder. Method: Between 1998 and 2001, 93 nonincarcerated adolescents (ages 13-17 years) meeting criteria for major depressive disorder and conduct disorder were recruited from a county juvenile justice department and randomly assigned to the CWD-A or a life skills/tutoring control condition. Participants were assessed post-treatment and at 6-and 12-month follow-up. Dichotomous outcomes were analyzed with logistic regression; dimensional measures were analyzed using random effects 
Empirical support is accumulating for the efficacy of psychosocial treatments for adolescent major depressive disorder (MDD), with cognitive-behavioral therapy (CBT) receiving the most attention and support (e.g., Curry, 2001) . Our own program of research (Clarke et al., 1999; Lewinsohn et al., 1990) has established the Adolescent Coping With Depression course (CWD-A) to be an efficacious cognitivebehavioral group intervention for adolescent depression. Like most treatments developed in research settings, however, the CWD-A intervention has been evaluated in highly controlled efficacy studies that may not easily generalize to conventional treatment settings, with adolescents referred for or required to receive treatment rather than recruited by research staff (Weisz et al., 1992) . Psychiatric comorbidity is a particularly relevant factor in clinical populations because most depressed adolescents have a lifetime history of other psychiatric disorders (e.g., Angold et al., 1999) . Our goal in the current study was to extend research with the CWD-A program by evaluating it with depressed adolescents with comorbid conduct disorder (CD) who were referred from a juvenile justice setting.
Few studies have evaluated the treatment of youth with comorbid depression and CD. Small medication trials indicate that antidepressant medications can be efficacious for adolescents with comorbidity (PuigAntich, 1982; Riggs et al., 1997) , although adolescents with MDD/CD may be less responsive to medication than depressed adolescents with other comorbidities (Hughes et al., 1990) . Rowe et al. (1996) found that depressed patients with elevated CD symptoms were more likely to drop out of pharmacotherapy, although depression recovery rates did not differ as a function of past CD symptoms. Evaluating the impact of past CD on depression recovery in our two previous clinical trials evaluating the CWD-A (Rohde et al., 2001) , comorbid CD predicted significantly higher rates of depression recurrence during the 2-year follow-up period.
Despite these preliminary examinations of treatment of youth with comorbid depression and CD, conspicuously missing from the literature are randomized, controlled trials. Therefore, in the current study, adolescents from a county juvenile justice system with comorbid MDD and CD were randomly assigned to either the CWD-A course or an alternative intervention consisting of life skills/tutoring (LS). We first evaluated the effects of the CWD-A intervention on depression outcomes. We also examined the impact of the intervention on CD and broader psychosocial functioning, given that many of the therapeutic techniques in the CWD-A program (e.g., cognitive restructuring, problem solving) are components of cognitivebehavioral interventions previously shown to be efficacious in the treatment of CD and delinquency (e.g., Kazdin, 2000) .
The current study has aspects of both efficacy and effectiveness research (Nathan et al., 2000) . In keeping with an efficacy design, patients were randomly assigned to treatment, which was provided by well-trained therapists at no cost in a community research setting. Consistent with an effectiveness design, exclusion criteria were kept to a minimum (in fact, comorbidity was required), patients were referred from a real-world setting and were allowed to receive nonresearch treatment as usual in both study arms. Given the recent interest in delinquent or depressed girls with CD (e.g., Moffitt et al., 2001) , we examined the moderating effects of gender on outcomes.
METHOD

Procedures
Between 1998 and 2001, adolescents aged 13 to 17 were referred to the study by staff from the Department of Youth Services of Lane County, Oregon. All referred adolescents were under the supervision of an intake, probation, or parole officer. They were not incarcerated at the time of entry into the study, although some were awaiting trial for the most recent offenses. Referred adolescents were screened for depression by the study manager. Consent was obtained from adolescents and their legal guardian (83% biological parent, 10% other relative or foster parent, 4% Department of Youth Services staff person, 3% emancipated minors). All procedures were approved by the research center institutional review board. No adverse events associated with treatment condition were found.
Ninety-three adolescents meeting current DSM-IV criteria for MDD and CD were randomly assigned to either the CWD-A course (n = 45) or LS (n = 48). Nine cohorts were assembled and treated. Randomization to intervention condition occurred within cohort using a random numbers table. In addition to the 93 experimental participants, 89 nonexperimental participants were separately randomized to treatment conditions but were not included in the data analyses. Of the 89 nonexperimental participants, 21 (24%) had current MDD but not CD, 22 (25%) had current dysthymia or minor depression, and 22 (25%) had a past episode of MDD, dysthymia, or minor depression. Participants were assessed post-treatment and at 6-and 12-month follow-up interviews.
Assessment of Psychiatric Outcomes
Adolescents and a parent or knowledgeable adult informant were assessed for past and current episodes of DSM-IV psychiatric disorders at intake using the Schedule for Affective Disorder and Schizophrenia for School Age Children-Epidemiologic Version 5 (K-SADS-E-5) (Orvaschel, 1994) . Follow-up interviews consisted of a joint administration of the Longitudinal Interval Follow-up Evaluation (LIFE) (Keller et al., 1987) along with the K-SADS, both adapted to probe for continuing or new psychiatric episodes since the last interview. An MDD episode was assumed to have ended after at least 8 consecutive weeks of being relatively symptom free; recovery from CD required 6 months of nearly absent CD symptoms.
Diagnostic interviewers had a bachelor's or master's degree in psychology or social work, had completed extensive training, and were regularly supervised. Interviewers were blind to the participants' conditions. All interviews were audiotaped, and 10% were randomly selected and rated by a second diagnostic interviewer. Interrater agreement rates for MDD and CD were excellent, with κ = 0.88 and 1.00, respectively, as were agreement rates for dysthymia (κ = 0.77), attention-deficit/hyperactivity disorder (ADHD) (κ = 0.77), drug abuse/dependence (κ = 0.85), alcohol abuse/dependence (κ = 0.78), and anxiety disorders (κ = 0.82).
Assessment of Dimensional Measures
Depression. Two dimensional measures of current depression were examined: (1) interviewers completed a 17-item version of the Hamilton Depression Rating Scale (Hamilton, 1960 ) (α = .77) and (2) adolescents completed the Beck Depression Inventory-II (Beck et al., 1996) , a 21-item self-report measure of depressive symptomatology during the past week (intake α = .93).
Conduct Disorder. Parents/adult informants completed the Child Behavior Checklist (CBCL) (Achenbach, 1991) , and the CBCL Externalizing subscale was computed as a dimensional measure of disruptive behavior (intake α = .94).
Psychosocial Functioning. Two measures of functioning were examined: (1) interviewers rated current functioning using the 100-point Children's Global Adjustment Scale (Shaffer et al., 1983) and (2) adolescents completed the Social Adjustment Scale-Self-Report for Youth (Weissman et al., 1980) , a 23-item questionnaire assessing interpersonal adjustment in the past 2 weeks (α = .85).
Assessment of Nonresearch Treatment
Participants were permitted to receive external mental health treatment during the course of the study. Based on parent/adult informant report using the Services Use in Children and Adolescents-Parent Interview (Arnold et al., 1997) , three variables were created: (1) pharmacotherapy, (2) residential treatment (psychiatric hospitalization, residential drug and alcohol treatment, detention or incarceration), and (3) number of hours of nonresearch outpatient mental health treatment.
Criminal Records
Participants granted researchers access to criminal arrest records for the 12 months preceding and the 12 months after treatment.
Inclusion/Exclusion Criteria
Inclusion criteria included the following: (1) 13 to 17 years of age, (2) current MDD, (3) current CD, (4) expected residence in Lane County for the next 12 months, and (5) ability to converse in English. Exclusion criteria were kept to a minimum: (1) charges of first-degree assault, robbery, homicide, or rape (these individuals were automatically referred to special programs) and (2) psychotic symptoms.
Treatment Interventions
Efforts were made to equate the two interventions on number of sessions, interventionist contact time, and nonspecific therapeutic factors. Mixed-gender groups of approximately 10 adolescents were treated in 16 2-hour sessions conducted over an 8-week period; the CWD-A groups consisted of 7 to 14 adolescents (mean = 10.4); the LS groups consisted of 6 to 12 adolescents (mean = 9.8). Mean attendance in the CWD-A and LS condition did not significantly differ (8.4 [SD = 5.7] and 7.6 [SD = 5.7] sessions, respectively). Low attendance and premature termination are problems with almost all forms of psychotherapy (e.g., Garfield, 1994) , and our rates of attendance were at the upper range for nonincarcerated youth in juvenile corrections. To ensure that participants received as much of the intervention as possible, critical treatment concepts were repeated across sessions, and participants could receive up to four brief individual "make-up" sessions with the therapist. Also, participants from both conditions could select small prizes from a "reward jar" after they had attended a prescribed number of consecutive group sessions.
CWD-A Condition. The CWD-A course is a group intervention that combines cognitive and behavioral strategies aimed at ameliorating the types of problems that commonly characterize depressed adolescents. The treatment incorporates other elements shared by CBT, such as the focus on specific and current actions and cognitions as targets for change, structured intervention sessions, repeated practice of skills, use of rewards and contracts, homework assignments, and a relatively small number of therapy sessions. Participants in the CWD-A course are taught mood monitoring; how to improve social skills, increase pleasant activities, decrease anxiety, reduce depressogenic cognitions, improve communication; conflict resolution; and relapse prevention. The CWD-A was modified slightly for use with a comorbid population based on pilot work and clinical recommendations. Modifications included the use of two interventionists (and a college/high school student assistant) to better monitor in-session behavior and assist with reading and writing, shortened writing assignments, and a point system to reward attendance and participation. Two optional group meetings were offered separately to parents to provide information regarding the CWD-A intervention and teaching problem-solving skills. Attendance at these optional sessions was very low (mean per cohort = 2, range 0-6).
LS Condition. The LS intervention consisted of current events review, life skills training (e.g., filling out a job application, renting an apartment), and academic tutoring. The intervention was developed to fill a void in the upbringing of many at-risk youth. These youth are, to a large extent, alienated from other peers and from society in general. They often do not receive parental guidance and are unacquainted with the most basic skills necessary to become independent adults. This group attempted to educate participants on basic life skills in a supportive and nonjudgmental manner.
Therapist Training and Protocol Adherence
Eight leaders were selected and trained to conduct the CWD-A interventions. Interventionists were required to have at least a master's degree in the mental health field and successfully complete a 60-hour training. Four student helpers assisted the CWD-A leaders. A certified high school teacher and five additional adult leaders conducted the LS interventionists; five student helpers facilitated these groups.
Detailed manuals for both conditions were developed to ensure protocol adherence, and all sessions were videotaped. Three CWD-A and three LS tapes were randomly selected from each cohort and rated for adherence and competence by P.R. and J.S.J., based on our earlier measures (Clarke, 1998) . Seven randomly selected tapes were scored for interrater agreement (intraclass correlation [ICC 3,1] = 0.72). Average protocol adherence across the 27 rated CWD-A sessions was excellent (91% full adherence, 7% partial adherence, 3% skill component missing or incompletely administered). The LS curriculum was less structured than that of the CWD-A, and the interventionists followed the session formats less closely, often because participants failed to bring in any school homework for tutoring assistance (54% full adherence, 21% partial adherence, 36% skill not covered in that session). Therapeutic competence ratings were comparable across conditions (95% of items rated as meeting full or partial criteria in both conditions).
Follow-up Assessments
Immediately post-treatment, participants and adult informants repeated the questionnaires and were interviewed for psychopathology since the intake using the LIFE/K-SADS interview procedure. Similar follow-up assessments were conducted at 6 and 12 months post-treatment.
Statistical Analyses
Dichotomous outcomes in the acute and follow-up phases were analyzed at each key assessment time point with contingency tables and logistic regression analyses. Dimensional measures were analyzed using t tests and random effects regression analyses, modeling an unstructured covariance matrix with linear slope and intercept as random effects. Some data were missing because of attrition over time, which is problematic for traditional analyses of variance. The random effects regression approach offers a powerful method for analyzing longitudinal data, using an iterative model that estimates an intercept and slope for each participant based on all available data for that individual, augmented by the data from the entire sample (Nich and Carroll, 1997) . The random effects regression model results in the r 2 statistic, which can be interpreted as the amount of variance explained. Time to recovery from the MDD and CD episodes was examined during follow-up using KaplanMeier product limit and Cox proportional hazards survival analyses.
Analyses were conducted using (1) an intent-to-treat approach and (2) data available to the follow-up sample. Because the two approaches yielded an identical pattern of results and attrition was very low (6% at 12-month follow-up), only results based on the follow-up sample are presented. All significance tests were two tailed, with α = .05 (p < .05). We had adequate power (>0.80) to detect medium effect sizes or larger (Cohen d > 0.60, w > 0.30).
RESULTS
Participant Flow
The flow of participants through each stage of the study is shown in Figure 1 . Acute-phase attrition was not significantly related to experimental condition, demographic variables, or intake diagnostic characteristics.
Baseline Characteristics of the Experimental Groups
To determine whether treatment group differences emerged during randomization, participants in the CWD-A and LS conditions were compared on baseline demographic and clinical characteristics. As can be seen in Table 1 , the only significant difference was gender; the CWD-A condition had significantly more female participants (60%) than the LS condition (38%). Thus, gender was included as a covariate in subsequent analyses.
In addition to the variables presented in Table 1 , participants in the two conditions were comparable on the following variables (rates at intake for the total sample provided in parentheses): history of MDD (36.6%), childhood onset of CD (45.2%), current dysthymia (12.9%), current ADHD (25.8%), current substance abuse or dependence disorder (72.0%), current anxiety disorder (33.3%), pharmacotherapy in the previous 6 months (26.1%), residential treatment in the previous 6 months (41.1%), number of hours of outpatient treatment in the previous 6 months (mean = 23.7, SD = 65.1), and arrests in the previous year (mean = 4.0; SD = 4.3).
Acute Phase: Baseline to Posttreatment Outcomes Descriptive statistics for the outcome measures for the two treatment conditions at each of the assessment points are presented in Table 2 .
Diagnostic Outcomes. MDD recovery rates posttreatment were significantly greater in the CWD-A Dimensional Outcome Measures. Test statistics for baseline to posttreatment random effects regression models for Beck Depression Inventory-II, Hamilton Depression Rating Scale, CBCL externalizing, Children's Global Adjustment Scale, and Social Adjustment Scale-Self-Report for Youth scores are presented in Table 3 . Compared with the LS condition, the CWD-A treatment was associated with significant improvements in Beck Depression Inventory-II (r 2 = 0.055, p = .033), Hamilton Depression Rating Scale (r 2 = 0.047, p = .039), and Social Adjustment ScaleSelf-Report for Youth functioning (r 2 = 0.064, p = Note: CWD-A = Adolescent Coping With Depression; LS = life skills tutoring; BDI-II = Beck Depression Inventory-II; HDRS = Hamilton Depression Rating Scale; CBCL = Child Behavior Checklist; CGAS = Children's Global Assessment Scale; SAS-SR = Social Adjustment Scale-Self-Report. (1, N = 93) = 0.79 .374
Note: CWD-A = Adolescent Coping With Depression; LS = life skills tutoring; MDD = major depressive disorder; CD = conduct disorder.
.019). Condition by time effects for the CBCL externalizing scale and the Children's Global Adjustment Scale impairment rating were nonsignificant, as were all interactions with gender.
Outcomes at 6-and 12-Month Follow-up Diagnostic Outcomes. Condition differences in MDD recovery rates were nonsignificant at 6-month (CWD-A = 54% versus LS = 60%) and 12-month (CWD-A = 63% versus LS = 63%) follow-up. Condition differences in CD recovery at 6-month (CWD-A = 39% versus LS = 33%) and 12-month (CWD-A = 41% versus LS = 39%) also were nonsignificant. Kaplan-Meier product-limit survival analysis and Cox regression was used to compare time to recovery for MDD and CD between the two conditions ( Dimensional Measures. With respect to both the baseline to 6-month and baseline to 12-month random effects regression analyses, no significant differences were obtained for the condition by time effects (Table   3 ). Interactions with gender were not significant. Across both conditions, however, significant improvement was observed at each of the follow-up assessments compared with baseline level except for CBCL externalizing at 12 months (see time effects reported in Table 3 ).
MDD Recurrence. Recurrence to another MDD episode was examined among the 25 adolescents who had recovered post-treatment. By 12-month follow-up, re- Note: BDI-II = Beck Depression Inventory-II; HDRS = Hamilton Depression Rating Scale; CBCL = Child Behavior Checklist; CGAS = Children's Global Assessment Scale; SAS-SR = Social Adjustment Scale-Self-Report. Results shown in boldface type are significant at p < .05. 
Ancillary Analyses
Nonresearch Treatment. The two conditions did not differ with respect to external mental health treatment utilization (pharmacotherapy, residential treatment, amount of outpatient treatment) at any of the assessment points and did not appreciably change over time. At the 12-month follow-up, nonresearch treatment rates for the previous 6 months were as follows: 28.4% received pharmacotherapy, 38.8% had been in some form of residential treatment, and the mean number of hours of outpatient treatment was 17.6 (SD = 43.5).
Dose-Response Analyses. The main effect for group attendance and the interaction of attendance by treatment condition was examined using Cox regression analysis. Neither the main nor the interactive effects with group attendance were significantly related to either post-treatment or 12-month recovery functions for MDD or CD.
Secondary Outcome Measures. In addition to MDD and CD outcomes, condition differences with respect to rates of suicide attempts, substance abuse/dependence, ADHD, anxiety disorders, residential treatment, outpatient treatment, medications, and number of arrests were examined post-treatment and at 6-and 12-month follow-up. No significant main effects for condition by time or condition by time by gender interactions were obtained.
DISCUSSION
Several findings in the current study are particularly noteworthy. First, our participants were highly disordered youth. Although comorbid MDD and CD were required for inclusion, 26% also met criteria for concurrent ADHD, 72% had one or more diagnoses of substance abuse or dependence, and 40% had a history of one or more suicide attempts. The average number of current diagnoses at intake was more than four.
Second, the CWD-A intervention appears to be an effective acute treatment for depression among adolescents with comorbid CD. The odds of recovering from MDD after treatment were more than twofold for participants in the CWD-A condition compared with those in the comparison treatment. The difference in diagnostic recovery was corroborated by greater reductions in depression by self-report and interviewer ratings and improvements in social functioning, although the magnitude of these effects was relatively small. Perhaps the most important finding of the current study is that an empirically supported treatment for depression previously evaluated in "ivory tower" settings appears to be reasonably effective for real-world populations (i.e., depressed adolescents with comorbidities) compared with an alternative treatment (as opposed to waitlist control) and in the context of treatment as usual services.
Third, perhaps due to concomitant nonresearch treatment or to the therapeutic effects of the LS intervention, depression outcomes for participants in the two conditions were indistinguishable by 6-month follow-up. It is important to note that this convergence was not due to participants in the CWD-A condition failing to maintain their gains. Rather, by 6 months post-intervention, participants in the LS condition had achieved similar levels of improvement. To our knowledge, the detectable acute effects of any psychosocial intervention for depressed adolescents dissipate relatively quickly, generally by 6 to 9 months, with none lasting 24 months (e.g., Birmaher et al., 2000) . Although intervention effects were not detected in the maintenance phase, we believe that accelerating the course of depression recovery is a clinically meaningful outcome (e.g., Rao et al., 1999) .
Fourth, there was no evidence that the cognitivebehavioral techniques contained in the CWD-A intervention influenced the course of CD, either in the acute phase or during follow-up. The negative findings also suggest that acute reductions in depression symptomatology do not affect the course of CD (Lahey et al., 2002) .
Future Directions
Two general directions for future research can be suggested. First, how can treatment outcomes be improved for depressed adolescents with comorbid conditions? Although almost two thirds of the participants in both treatment conditions had recovered from the index MDD episode by 12 months post-treatment, the majority of participants in both treatment conditions were still depressed at the end of acute treatment. Re-covery rates might have been higher given a higher rate of attendance. Additional methods of improving recovery rates would be to extend the duration of treatment or augment treatment with maintenance sessions to encourage continued use and generalization of the treatment components to real-life situations. Given that the CWD-A in its current form intervenes with only the depressed adolescent, a second suggestion would be to incorporate families, peer groups, or the school system into treatment. A few multimodal, individualized, and long-term treatment models for comorbid depression and CD have been proposed (Rapp and Wodarski, 1997; Reinecke, 1995; Tolan and Loeber, 1993) , but none have been evaluated in well-controlled trials.
Second, how does one conceptualize the treatment of comorbid conditions? In the current study, we attempted to treat MDD in a comorbid sample. Our intervention did not directly address CD (or other comorbid disorders), and we can offer no evidence that treatment interventions aimed at depression affect comorbid conditions. The current results imply that interventions need to focus directly on the various presenting problems.
Limitations
Several limitations to the current study should be noted. First, many of the outcome ratings were based primarily on adolescent self-report. This decision is generally acceptable in adolescent depression treatment studies in which youth are often the most accurate informants. However, given that participants had comorbid CD, there is an increased possibility of inaccurate reporting. Second, participants and informants were required to report on 6-month periods during the follow-up assessments, and retrospective recall may have been compromised. Third, a longer follow-up period would have provided a greater opportunity to detect condition differences in MDD recurrence and in the course of CD and substance use disorders, which require 6 or 12 months, respectively, of well time for recovery. Fourth, given that therapists were nested within treatment condition, we are unable to differentiate condition from therapist effects. Fifth, the LS condition had many features similar to those of the CWD-A, but we did not assess whether the two interventions differed on treatment credibility. Sixth, the sample was predominantly white, and all participants were referred from a county department of juvenile corrections. Results may not generalize to other racial/ethnic groups or to the broader population of depressed adolescents with comorbid CD and other psychiatric disorders. Seventh, the treatment groups were not restricted to experimental participants but included an additional 89 adolescents who did not meet criteria for current MDD and CD. We received our referrals from the Department of Youth Services and tried to work with as many of these adolescents as possible. Given that 75% of nonexperimental group members had a lifetime history of affective disorder (50% current), we believe that these additional participants were appropriate for inclusion in the treatment groups and were unlikely to have had a significant influence on the findings for the research participants. Eighth, the randomization process resulted in unequal gender representation in the two conditions. Given our interest in gender effects, we will block on this factor in future research. Last, the statistical power for detecting moderating effects was somewhat limited.
Clinical Implications
Three clinical implications seem most relevant. First, it appears possible to treat depression in youth with comorbid CD. Adolescents with comorbid MDD/CD will attend psychosocial treatment, although attendance rates were lower than in previous research with community-residing adolescents (participants in our previous efficacy studies attended on average 14 of the 16 sessions) or in our research with incarcerated adolescents (e.g., the pilot study that follows this report). Second, there was no evidence of iatrogenic effects of either group intervention with youth with multiple disorders. Our clinical impression is that one strength of the CWD-A is its group format. Tempering our enthusiasm for a group modality was concern about creating a new deviant peer group, which might not adversely affect depressive symptomatology but could increase rates of delinquency (Dishion and Andrews, 1995) . We believe that this concern is more relevant to prevention interventions than to interventions with this population, who generally have already established a deviant peer group. Third, the CWD-A intervention did not result in lower rates of nonresearch treatment utilization. In retrospect, this may not be surprising given that the effects of the CWD-A intervention appear to be specific to depression, whereas adolescents in the current study had numerous other difficulties. Our participants were receiving a wide array of mental health services, and it is perhaps surprising that a specific effect of the CWD-A intervention could be identified against such an extensive backdrop of treatment utilization.
